persistent atrial fibrillation refractory to amiodarone for 4 years underwent a radiofrequency catheter ablation procedure under general anesthesia using sevoflurane, fentanyl, midazolam and rocuronium. A preprocedure computed tomography (CT) scan was used to create 3D reconstruction of the left atrium and pulmonary veins. Intracardiac echo (Carto Sound, Biosense Webster, Diamond Bar, Calif) was used to create left atrial and pulmonary vein geometry, and this was merged with the CT image ( Figure 1 ). An orogastric tube was placed in the esophagus at the level of left atrium, and barium was injected to obtain fluoroscopic images of the esophagus in left and right anterior oblique projections to be used as reference images ( Figure 2 ). Echocardiographic reconstruction of the esophagus also correlated with midline location of the esophagus away from the pulmonary veins ( Figure 1 ). Double transseptal puncture was performed with a deflectable Agilis (St Jude Medical, St. Paul, Minn) and a 55-degree curve Convoy (Boston Scientific, Natick, Mass) sheaths and a Carto Navistar Thermocool (Biosense Webster, Calif) 3.5-mm open irrigation ablation catheter and a Lasso (Diamond Bar, Calif) catheter were placed in the left atrium. Circumferential linear ablation was performed around the left common pulmonary vein and the right pulmonary veins during atrial fibrillation ( Figure 1 ). The posterior wall lesions were performed at least 1 cm away from the esophageal border as visualized by fluoroscopy and intracardiac echocardiography images at a power of 25 W for no more than 30 seconds' duration with maximum temperature of 45°C. A total of 15 lesions (radiofrequency duration of 7 minutes) were placed in the posterior wall. An esophageal temperature probe placed at the level of the ablation catheter during posterior wall lesions did not demonstrate a signif- The patient presented 10 days later to a nearby hospital with severe chest pain, low-grade fever, and hypotension. White blood cell count was elevated at 22 000, and a CT scan of the chest revealed a small amount of fluid and air in the pericardium (Figure 3 ) and air in the right superior mediastinum. Urgent right thoracotomy revealed posterior pericardium adherent to the esophageal wall at the level of the junction of right superior and inferior pulmonary veins. There was pus in the pericardium under pressure suggesting tamponade physiology. A small fistula was identified on the anterior wall of the esophagus with communication into the pericardium without any involvement of the left atrium or pulmonary veins (Figure 4 ). This was successfully repaired, and a jejunostomy feeding tube was placed. The patient improved and was discharged home 2 weeks later. He recovered with no documented recurrence of atrial fibrillation, receiving amiodarone 5 months after the procedure.
This case report demonstrates the continued risk of esophageal fistula formation presenting with pericardial and mediastinal drainage despite modification of the ablation protocol to reflect current strategies to reduce the risk of esophageal injury. An esophageal fistula developed in our patient despite monitoring of esophageal location in real time using barium esophagog-raphy and intracardiac echocardiography and 3D reconstruction; esophageal luminal temperature monitoring during left atrial posterior wall ablation with repositioning of the temperature probe at the level of the ablation catheter; restriction of posterior wall lesions to a power of 25 W and a duration of 30 seconds; and prophylactic treatment with proton-pump inhibitors and sucralfate. 2, 3 Recent reports suggest that general anesthesia during catheter ablation of atrial fibrillation may increase the risk of esophageal wall injury. 4 We hypothesized that ablation under general anesthesia and excellent tissue contact using a deflectable sheath may have increased the risk of esophageal injury. Development of catheters with contact-force sensors, esophageal cooling, and alternative power sources are necessary to limit esophageal injury. 
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